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Introduction into the graft. The left kidney from the same donor
was then transplanted intraperitoneally into the right
Abdominal aortic aneurysms (AAAs) are seen with iliac fossa. The arterial allograft cold ischaemic time
did not exceed 10 h and 13 h for the kidney. Theincreasing frequency in renal failure patients waiting
for kidney transplantation. Staged or simultaneous operation and postoperative course were without com-
plications and the kidney functioned immediately.surgical repair of aortic lesions with renal trans-
plantation is possible at a reasonable risk. If an en- Evolution of transplant function was assessed by daily
measurement of blood creatinine. The immuno-dovascular stent-graft cannot be used, surgical arterial
reconstruction using a vascular prosthesis with kidney suppressive protocol includes cyclosporin, prednisone
and mycofenolate. An angiogram 10 months aftertransplantation is indicated. Another option is to per-
form both procedures at one time using a fresh arterial operation demonstrated normal findings (Fig. 1) and
the serum creatinine level was 140 mmol/l.allograft and kidney from the same donor.
Technique
Discussion
A 63-year-old female patient presented with an
asymptomatic infrarenal AAA extending into the iliac Kidney transplantation has become the standard treat-
ment for end-stage renal disease. An increase in thearteries. She had been treated for hypertension for
30 years. Renal failure gradually developed and the number of renal transplant candidates who will also
require surgical repair of atherosclerotic arteries seemspatient started haemodialysis 1 year before pre-
sentation. The arterial graft comprising the abdominal likely. Chronic renal failure and haemodialysis are
associated with hypertension and lipid disorders thataorta, iliac arteries and common femoral arteries was
harvested during multiorgan harvesting. The donor predispose to accelerated atherosclerosis. Improved
results have extended the indication for renal trans-was a 20-year-old man who died because of a head
injury. A match in the blood groups between donor plantation to include patients of almost any age group
and those with diabetes.and recipient was required, as was a negative cross-
match. The graft was perfused with a Euro-Collins To date, surgical series of AAA repair in patients
with end-stage renal disease were infrequent and in-solution and stored under the same principles as the
organs harvested. During operation the AAA was cluded small numbers of patients. At present, en-
dovascular exclusion of an abdominal aneurysmrepaired with the arterial allograft via a transperitoneal
approach. The right limb of the graft was anastomosed followed by kidney transplantation seems to be the
safest and simplest method of treatment. Aortic re-to the right iliac bifurcation, and the left one to the
external iliac artery. construction using a vascular prosthesis with kidney
transplantation performed as a one-stage procedureThe inferior mesenteric artery was also implanted
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reconstruction and renal transplantation sim-
ultaneously. A simultaneous procedure was first re-
ported by Cerilli and co-workers in 1977.3 To construct
a bypass, a vascular prosthesis or an arterial allograft
can be used. The risk of infection associated with the
graft is fairly high, especially in cases where a urinary
fistula to the kidney transplant develops. For this
reason, a fresh arterial allograft seems safer. Other
advantages include easy handling and construction of
anastomoses during surgery. A fresh artery, unlike
preserved ones, retains its physical properties that
may benefit long-term patency. Our patient receives
standard triple immunosuppression, and long-term
patency of the vascular reconstruction is expected. A
similar effect was observed following hepatic artery
reconstruction using an arterial graft during liver
transplantation.4
Artery harvesting has become routine in all multi-
organ harvesting procedures involving the removal of
the liver and pancreas. The drawbacks of combined
arterial reconstruction using an arterial allograft and
kidney transplantation are as follows: since it fully
depends on availability of a suitable donor, the pro-
cedure is performed on an urgent basis and before the
results of HLA donor and recipient antigen match
Fig. 1. Angiography showing the aortoiliac bypass (fresh arterial testing are actually known. The risk of viral trans-
allograft) and the right renal transplant. mission is theoretically present despite a thorough
examination of the donor. The risk of delayed graft
function (acute tubular necrosis) of the renal graft is
increased only in the event of intraoperative com-or sequentially is the conventional alternative. Re-
plications.5 In our patient there were no early or lateconstruction of AAAs in patients with renal failure
complications. However, recommendations cannot becarries a higher morbidity and mortality, whether
formulated until a bigger group of patients has beentreated by conventional or endovascular repair.
treated and a longer follow-up period has elapsed.Sterioff and associates in 1974 reported that kidney
transplantation was possible in patients with arterial
Referencesprosthetic grafts; the artery of the transplant being
anastomosed directly to the graft.1 The recommended
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for two anaesthetics and the increased cost for two
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